With regard to the carrying out of the procedure, there is one point which only came home to me recently. In the first cases I operated upon I pressed the head firmly into the arm wben it was raised, being under the impression that in this way I obtained a shorter pedicle. The disadvantage of that, however, is that sepsis is inevitable. If one is content with putting the arm less close to the face, it can be fixed securely, the whole operation is rendered easier, and the area can be kept absolutely clean.
It will, I think, be most serviceable for the purpose of this debate if I make a general reference to the difficulties with which we, as ophthalmic surgeons, are most frequently called upon to deal in connexion with plastic surgery of the face in the region of the eye; and further enumerate the various procedures which are available to meet those difficulties.
We mav say that to repair or rel)lace either or both eyelids; to correct irregularities of the lids following cicatricial contractions which have led to exposure of the globe, entropion, ectropion, epiphora, or deformities of the lid margins; and to make or deepen a socket for the purpose of wearing an artificial glass eye, form the major portion of our work in this connexion.
These defects may be brought about by direct injury, by destruction from acids or corrosive substances, burns, ulcerative inflammations or as the result of removing growths or malignant ulcers. The various means available to meet these difficulties consist in making flaps or grafts:-(1) Flaps, consisting usually of the whole thickness of the skin, may be pedunculated or non-pedunculated. The pedicle may consist of flat skin, tubular skin, soft tissue, or a square base of skin. Flaps when non-pedunculated may be autoplastic or homoplastic, that is, either obtained from the patient's own body or from the body of some other patient or animal, and may be augmented by bone or cartilage additions.
(2) Grafts consisting of el)ithelial layers only, may be small multiple islands of ep)ithelium placed on a granulating surface, or larger areas obtained after the method of Thiersch and applied directly on to a raw surface or stretched over a mould as in the method employed in making epithelial inlays or outlays.
In the case of pedunculated flaps the pedicle may be of skin applied with its raw surface to the underlying tissues in the same way as the main flap; it is employed to support the nutrition of the flap by connecting it with its original bed, or the skin may be raised and rolled round on itself to form a tube. This tube may be used also as a nutrient bridge, but the skin forming the flap may then be obtained from some considerable distance away from the face. This method was used with success in the war, skin being obtained from the chest or root of the neck to replace loss of skin on the face or forehead; I found it useful in a case of my own where I had a large hole to cover over and very little healthy skin in the immediate neighbourhood with which to work.
With regard to the general principles which should be adhered to in cutting these flaps when they are taken from the skin in the immediate neighbourhood of the wound, Jacobovici laid it down that: (1) The pedicle of the flap should be near to the loss of substance. (2) The long axis of the pedicle should correspond to the long axis of the flap in its new situation. (3) When cutting the flap care must be taken that it is near the pedicle or that it is a continuation of it. (4) There need be no fear that the long axis of the flap is too curved, for in virtue of the elasticity of the skin the detached flap takes the desired direction.
"Island " flaps, in which the pedicle consists of some soft tissues, muscles, &c., with a small arteriole embedded in it, have been advocated by Esser, of Arnheim. There is no skin pedicle, but one, of the deep soft tissue, which is taken from as near the defect as possible, and is so placed that a branch of an artery is in the pedicle. When a bridge of skin remains between the defect and the flap, this is divided, and some tissue removed to form a bed for the pedicle. The flap may be half the size of the defect, since the latter is decreased in size in sewing in the flap. The advantages of the "island" flap are striking in nourishment and cosmetic effect, as no turned skin pedicle is subsequently to be seen, and the tension is equal everywhere.
Dieffenbach's and Burow's methods of repairing the lids by the shifting of healthy skin in the neighbourhood of the injury, have been described in most text-books which deal with these difficulties. Grimsdale and Brewerton have described them very clearly in their " Ophthalmic Operations." I will not discuss these in detail, but only say that their use is limited, and that they sometimes fail as the contraction may be considerable.
With regard to non-pedunculated skin flaps, these may be obtained from a distance and placed in areas prepared for them; under favourable conditions they achieve their object, but homoplastic grafts are very rarely, if ever, successful if they involve the skin, whereas autoplastic grafts, that is to say, those obtained from the patients' own tissues, may be, and often are, quite successful. The bed on which the graft is to lie should be moist but free from oozing blood, and the graft should fit accurately into its bed. Movement of all kinds should be avoided or reduced to a minimum, and firm bandaging and non-interference secured for at least several days.
It is a nmatter of dispute as to what size the flaps should be, compared with the wound to be covered in. I find one must vary the size; if the whole flap lives and joins up rapidly, the contraction is not great,-on the contrary, very little, but sometimes the edges of the flap suffer, and then the contraction appears to be considerable. A flap fitting a raw surface with a subjacent bone or cartilage basis will not contract as much as if the bed consists entirely of soft tissue.
The methods of dealing with a contracted socket still remain unsatisfactory, and the most difficult of all the various requests made to one during the war was to olbtain for the patient a socket in which an artificial glass eye could be worn that would look tolerably presentable. It must be confessed that success did not always attend the greatest efforts in this respect, and repeated operations on the part of the surgeon, and considerable patience on the part of the patient, were often unavailing; the reason being that the substitution of the destroyed conjunctiva is extremely difficult. Mucous membrane grafts from the mouth or from the foreskin are difficult to render aseptic, and contract to such a degree that they ultimately achieve little.
Epithelial inlays also are, in my experience, disappointing when used to enlarge a contracted socket, although my surgical colleagues are more enthusiastic over the results of an inlay when used in the mouth or elsewhere. I think that probably we begin too superficially in these cases, and that our first efforts should be to obtain a substitute for the globe by inserting a cartilage, paraffin, or filigree ball; the contraction of the epithelial inlay is greater when there is nothing to stretch the grafts, and since the grafts are placed on soft tissue without a firm point of attachment at all, contraction is unimpeded. The implantation of an artificial globe may be carried out in the way described by Webster Fox, in the Ophthalmoscope, 1909, vii, p. 10 , and if the globe is present, a thin convex or curved Stent covered with a Thiersch graft has more chance of remaining stretched, and of lining a cavity which would remain of a reasonable size. During the war I used cartilage as a substitute for a glass globe, but I think paraffin balls are the most useful of all.
The technique of Thiersch grafting is important. In cutting Thiersch's grafts I find that a large flat knife, with a blade 1 in. or more deep, enables one to obtain the largest grafts ; the knife and skin are kept moist with sterilized normal saline irrigations, by means of an undine. The skin to be used may be taken from the volar surface of the forearm or the inner side of the thigh, the skin should be kept taut by an assistant and the knife moved with a sawing movement and kept as horizontal as possible. The graft then rides up over the knife and the broad blade of the knife acts as a carrier of the graft to the wound where you wish to apply it; it is removed from the blade by a needle in a handle, aided by a stream of saline solution. With regard to the wound to be grafted, all granulations should be completely removed with a curette, or better with scissors; perfect htemostasis should be obtained by pressure, the grafts should be cut as thin and as large as possible and when they are transferred to the prepared surface there should be the minimum of manipulation.
The wound may be washed, when necessary, with sterilized normal saline and kept immobile; covered with thin, dry gauze dressing and cotton wool and left untouched for one week. Then the dressing should be removed by soaking for as long a time as is necessary to float off the wool and the gauze, and this may require as much as half an hour or even an hour.
In considering which of these various methods are applicable in the particular case which we have under consideration, various points must be thought of, such as the size of the wound, the condition of the skin around, the applicability of grafts, &c., and obviously one method or another may have to be ruled out at once. I would, however, urge that a very important factor is the length of time which must be involved in carrying out either one method or another. We must also judge carefully of the number of operations which it may be necessary to perform in order to achieve our end. During the war we were in some degree limited in this respect owing to the necessity of passing our patients on in order to make room for others; but after the war there was not this same hurry, neither was time an important factor wvhen the patient was so severely damaged as to necessitate his remaining in some special hospital during a long period for expert treatment.
When, however, we come to decide our procedure in civilian cases in peace time, we should, I think, pay some regard to the individuality of our patient, I mean his position in life, his usual occupation, and also his financial standpoint, as I find not infrequently that the necessity of a long stay in hospital, repeated operations, involving the giving of an anaesthetic, and the psychological effect of continued inactivity and absence of earning power, sometimes produce an unsatisfactory effect on the patient's general mental outlook. So, too, I would urge that we do not look on these cases only as opportunities for the exercise of our surgical skill, but consider the case primarily from the point of view of the patient whose general health is of thle utmost importance, and let that consideration influence us in the choice of the method we decide to employ. When, however, there are no circumstances such as I lhave indicated to limit our decision, the method giving a result most nearly approaclhing the normiial shiould be employed.
Mr. T. POMFRET KILNER.
It is not my intention to demonstrate to you any of the more extensive reparative operations about the cheek and eye, but to confine myself entirely to a description of three procedures which Mr. Gillies and I have found to be particularly useful in the plastic surgery of the difficult region under discussion this evening.
The first, and most commonly called for of the three, and one which is in almost everyday use, is that which has been named the "epithelial outlay,"-a modification of the pressure-dressing method of skin-grafting introduced by Esser for eyesocket conditions in 1917, and later modified and extended in its field of usefulness by (Gillies and his colleagues in their work at Sidcup.
The cases most commonly calling for its use are those of burns in this region, but it may be used with advantage in every case of cicatricial ectropion from whatever cause. The results obtained are uniformly good.
An incision is made from canthus to canthus just outside the ciliary margin of the affected eyelid. The ciliary margin of this incision is picked up by a fine hook,
